Objective: This study examined individual and social factors associated with sexual risk behavior among African American girls seeking outpatient mental health services across 2 years and key developmental transitions. Method: African American females 12-16 years old (M ϭ 14.5; SD ϭ 1.15; n ϭ 266) were recruited from eight outpatient mental health clinics and completed interviewer-administered and computer-assisted measures at baseline, 12, and 24 months. Analyses tested individual attributes (externalizing and internalizing problems) and family context (maternal acceptance-rejection, motherdaughter communication about sex) at baseline, peer influences (peer support of substance use, girlfriend dating behavior) and partner relationship characteristics (rejection sensitivity, partner risk communication frequency and openness) at 12 months, and girls' sexual behavior at 24 months. Results: At baseline, 32% of girls reported having had vaginal/anal sex compared with 60% at 24 months. Data analyses revealed robust associations between externalizing problems and maternal acceptance-rejection and mother-daughter risk communication during early adolescence, peer support of substance use and girlfriend dating behavior 1 year later, and girls' sexual risk taking 2 years later. Conclusion: Findings support a social-personal framework (SPF) of sexual risk for African American girls seeking mental health care, underscoring the potential benefits of early intervention to reduce externalizing problems while strengthening mother-daughter communication and relationships to prevent subsequent sexual risk and associated negative outcomes.
Health disparities in HIV/AIDS and mental health among racial and ethnic minorities are intersecting public health crises with long-term implications for individual, community, and societal well-being (Holden et al., 2014) . African Americans comprise only 13.2% of the United States population (United States Census Bureau, 2014) yet account for 44% of HIV/AIDS cases nationwide (Centers for Disease Control and Prevention, 2016) . Likewise, over 6.8 million African Americans have a diagnosable mental illness (Substance Abuse and Mental Health Services Administration [SAMHSA] , 2014), and are 10% more likely to report psychological distress than non-Hispanic Whites (Office of Minority Health, 2016). Still, African Americans are less likely to receive mental health services (SAMHSA, 2012) . HIV and mental health disparities extend to African American youth, who have more psychological difficulties but are less likely to receive mental health services compared with non-African American peers (SAMHSA, 2012) .
To examine the complexity of individual and social factors that contribute to sexual risk in African American girls, we conducted the longitudinal study "GIRLTALK." GIRLTALK was guided by the SPF (Donenberg & Pao, 2005) which distinguishes adolescence as a period of significant emotional, cognitive, and physical changes and shifts in family relationships. The SPF underscores the interplay of individual, social, and environmental influences on adolescent risk, including individual attributes (Donenberg, Emerson, Bryant, Wilson, & Weber-Shifrin, 2001; , family context (Donenberg, Bryant, Emerson, Wilson, & Pasch, 2003; Donenberg, Wilson, Emerson, & Bryant, 2002) , peer influences (Donenberg et al., 2001) and partner relationship characteristics (Javdani, Rodriguez, Nichols, Emerson, & Donenberg, 2014; Starr, Donenberg, & Emerson, 2012) . The SPF has been used to guide HIV prevention programming for a broad range of vulnerable youth (Brown et al., 2013 (Brown et al., , 2014 Donenberg, Emerson, Mackesy-Amiti, & Udell, 2015) . The SPF also offers a heuristic guideline of the pathways to sexual risk explored in this study. Figure 1 illustrates the theoretical model with the hypothesized relationships based on the SPF.
Individual Attributes: Externalizing and Internalizing Mental Health Symptoms
Evidence supports the role of poor mental health in adolescent high-risk sexual activity (Brown, Danovsky, Lourie, DiClemente, & Ponton, 1997) and biologically confirmed sexually transmitted infections (STIs; Seth, Raiji, DiClemente, Wingood, & Rose, 2009) . Adolescents with mental health problems engage in the same risk behaviors as their peers but at higher rates (Brown et al., 1997; Di Scipio, 1994) ; they initiate sex at earlier ages, are more likely to be sexually active and have multiple partners, and less likely to use condoms (Brown et al., 1997; Donenberg et al., 2001; Donenberg & Pao, 2005) . Externalizing problems (aggression, delinquency, conduct disorders; Donenberg et al., 2001; Javdani, Sadeh, & Verona, 2011) are consistently related to adolescent sexual behavior, whereas links with internalizing symptoms (depression, anxiety) are mixed. Some studies associate depression with risky sex (Brawner, Davis, Fannin, & Alexander, 2012; Kowaleski-Jones & Mott, 1998; Schuster, Mermelstein, & Wakschlag, 2013) , while others do not (Donenberg et al., 2001) . Mental health problems may exacerbate sexual risk taking directly as a result of impulsive decision-making, irrational thinking, and poor affect regulation (Brown et al., 1997; Donenberg & Pao, 2005) or indirectly through poor family relationships, associations with peers who engage in risk, and/or partner relationships that increase risk. Few studies have examined the longitudinal impact of mental health problems on sexual risk behavior among African American girls seeking mental health treatment or evaluated how mental health symptoms shape the impact of family, peer, and partner relationships on girls' sexual risk taking. To address these gaps, this study tested the direct and indirect effects of girls' mental health problems on sexual behavior over 2 years. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
partners gain importance during adolescence, especially given the immaturity of the developing adolescent brain (Casey, Jones, & Hare, 2008) . Sexual exploration is normative during the teen years and increases with age (National Research Council and Institute of Medicine, 2009) but can lead to negative consequences (e.g., pregnancy, STIs) without proper safeguards. In this context, positive parent-adolescent relationships and frequent and open parentteen communication about high-risk behavior can play an important protective role in reducing adolescent risk taking (Emerson, Donenberg, & Wilson, 2012) . Parental engagement is particularly important for girls who, compared with boys, place more emphasis on interpersonal relationships (Gilligan, 1982) ; whose sexual behavior is impacted more by peers (Brendgen, Wanner, & Vitaro, 2007; Smith, Udry, & Morris, 1985) ; and who are more responsive to parental monitoring and communication (Donenberg et al., 2002) .
Research documents the impact of maternal warmth and rejection and parent-child communication directly (Crosby & Miller, 2002; Perrino, González-Soldevilla, Pantin, & Szapocznik, 2000) and indirectly (through peer support of substance use, girlfriend dating behavior, partner risk communication) on adolescent risk taking (see Figure 1 ). Maternal warmth and acceptance play a critical role in girls' intimate relationships (Chodorow, 1974 (Chodorow, , 1978 Stevens, 2002; Surrey, 1983) and sexual experience (Miller, Benson, & Galbraith, 2001) . Close family relationships, parental involvement and support, and positive parenting predict more consistent condom use, less exposure to risky situations, and later sexual initiation among teens (Aronowitz, Rennells, & Todd, 2005; Jaccard, Dittus, & Gordon, 1998; Meschke, Bartholomae, & Zentall, 2002; O'Donnell et al., 2008) . Likewise, mother-daughter communication that is open, receptive, and comfortable is related to less sexual experience and risky sexual behavior (Dutra, Miller, & Forehand, 1999; Miller, Forehand, & Kotchick, 1999; Miller, Levin, Whitaker, & Xu, 1998; Whitaker, Miller, May, & Levin, 1999) .
Family context, therefore, can shape how girls interact with peers and partners, including sexual decision making and behavior (see Figure 1 ). Mother-daughter relationships and communication influence the quality of girls' peer and romantic relationships and girls' sexual communication with partners (Collins, Hennighausen, Schmit, & Sroufe, 1997; Sroufe & Fleeson, 1986; Whitaker et al., 1999) . Positive mother-daughter relationships can mitigate the influence of negative peers , and motherdaughter sexual communication is related to increased teen-partner communication and weaker links between negative peer norms and risky sex (Shoop & Davidson, 1994; Whitaker et al., 1999) . Youth who discuss sex with parents feel more confident talking to sexual partners, and talking to partners is related to more condom use and less risky sex (Shoop & Davidson, 1994) . Key gaps in the literature are addressed in this paper; most studies report direct and cross-sectional associations between family context and girls' sexual risk taking, and few focus on girls with mental health concerns.
Peer Influences: Peer Support of Substance Use and Girlfriend Dating Behavior
The SPF recognizes the growing impact of peers on girls' sexual behavior during adolescence. Adolescent substance use and risky sexual behavior are associated with peer attitudes about alcohol and drug use and sexual activity (Bachanas et al., 2002; Donenberg et al., 2001; Rodgers & Rowe, 1993; Santelli et al., 2004) . Conformity to peers peaks for girls during adolescence (Costanzo & Shaw, 1966) , and thus, the influence of a girlfriend's dating behavior may be particularly acute as girls seek friend approval. For youth with mental health problems specifically, the tendency for strained family, peer, and partner relationships may exacerbate the need for peer acceptance and willingness to compromise healthy behavior (i.e., refuse drugs) to avoid rejection. Few studies have examined the influence of same-sex friend-related dating behaviors among girls or the shared influence of peer support of substance use despite their importance in the context of girls' sexual decision making. This study tested whether these mechanisms were related to girls' sexual risk behavior (see Figure 1 ).
Partner Relationship Characteristics: Rejection Sensitivity and Partner Risk Communication
Rejection sensitivity, or the likelihood of anxiously expecting, readily perceiving, and overreacting to rejection (Downey, Feldman, Khuri, & Friedman, 1994) , is considered an important motive that may disrupt interpersonal functioning. Research suggests that rejection sensitivity can emerge as a self-protective response to rejection, but later prompt behaviors that undermine healthy relationships. Rejection-sensitive individuals may avoid assertive behavior (e.g., refuse sex or insist on condom use) if it conflicts with partner wishes and threatens relationship stability (Eyre, Auerswald, Hoffman, & Millstein, 1998) .
Communication about sex with partners is related to increased condom use among teens (Dancy & Berbaum, 2005) , but 50% of adolescents do not talk to their partners before initiating sex (Ryan, Franzetta, Manlove, & Holcombe, 2007) . Less comfort discussing condoms with sexual partners is related to increased risk behavior (Way, 1995; Widman, Welsh, McNulty, & Little, 2006) . Girls in psychiatric care may be more sensitive to rejection and less likely to talk to partners about sex, because they are more vulnerable to relationship loss (Donenberg & Pao, 2005; see Figure 1 ). To date, little is known about the role of rejection sensitivity or partner risk communication on African American girls' sexual behavior over time.
An SPF in the Context of African American Culture
The SPF may apply uniquely to African American girls who may experience compounded social and structural marginalization and additive stigma related to neighborhood segregation, racial discrimination, sexism, powerlessness, and economic hardship which heighten HIV risk (Adimora, Ramirez, Schoenbach, & Cohen, 2014; Adimora, Schoenbach, & Doherty, 2006) . Additionally, African American girls are more likely to be raised in single working female-headed households, challenging parental efforts at monitoring and placing greater responsibility for sexual communication on female caregivers. Similarly, male peers and partners may have undue influence on girls in the absence of a strong male role model in the family. Research supports the unique role of female caregivers for African American girls; those who talk to their mothers about sex are more informed and less likely to be influenced by peers (DiIorio, McCarty, Denzmore, & Landis, 2007) , and positive mother-daughter relationships (warmth, attachThis document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. ment) mitigate the influence of negative peers . Likewise, more frequent mother-daughter communication about sex is related to African American girls' belief in taking responsibility for using contraceptives, confidence talking to partners, and increased partner communication about sex, STIs, and sexual history (Fox & Inazu, 1980; Hutchinson & Cooney, 1998) .
The Current Study
Guided by the SPF, the current investigation examined the role of individual attributes (mental health), family context (maternal acceptance-rejection and mother-daughter risk communication), peer influence (girlfriend dating behavior, peer support of substance use), and partner relationship characteristics (rejection sensitivity, partner risk communication openness and frequency) on African American girls' sexual behavior over 2 years. The study builds on previous research in several ways. First, few studies have examined sexual risk among African American girls across 2 years during a period representing key developmental transitions, including the initiation of sexual activity for many. These longitudinal data offer a unique glimpse at interpersonal relationships (female caregivers, peers, partners) over time that differentially relate to girls' sexual behavior. Second, we are not aware of any studies targeting African American girls living in a large urban area seeking mental health services, a highly vulnerable population with documented health disparities. Third, most studies report cross-sectional relationships and have not evaluated the unique direct and indirect contributions and combined effects of mental health problems with individual, family, peer, and partner factors on sexual risk taking over time. Understanding the broader context of African American girls seeking mental health care is imperative to design and implement effective HIV prevention programs for young women and sustain positive outcomes. In addition to these scientific advancements, there are three methodological strengths of the study: the inclusion of a population underrepresented in longitudinal research, the use of a composite indicator of wellknown risk behaviors as a more robust variable to evaluate sexual activity, and including data for participants with at least one follow-up time point, maximizing power to detect small effects.
Consistent with Figure 1 and research reviewed above, we hypothesized that externalizing symptoms would predict sexual behavior over time, but their impact would be mitigated, in part, by maternal acceptance-rejection and mother-daughter risk communication. That is, we expected a significant effect of maternal acceptance-rejection and mother-daughter risk communication on girls' sexual behavior even while adjusting for externalizing symptoms as a covariate. We did not make predictions about internalizing symptoms, given inconsistencies in prior research. We expected more maternal acceptance and better (more open, helpful, comfortable) mother-daughter risk communication about sex during early adolescence (at baseline) to predict less sexual risk among girls 2 years later. We hypothesized that peer support of substance use, girlfriend dating behavior, rejection sensitivity, and partner risk communication (frequency and openness) at 12 months would mediate the associations between sexual risk at 24 months and maternal acceptance-rejection and mother-daughter risk communication at baseline. Specifically, we expected more baseline maternal acceptance and open and frequent motherdaughter communication to protect against having peers who support substance use, girlfriends who engage in dating behavior, and sensitivity to rejection one year later. Lastly, we expected better mother-daughter risk communication at baseline to predict more frequent and open partner risk communication at 12 months, and less risky sex at 24 months.
Method

Participants and Procedures
Participants were two hundred sixty-six 12-16-year-old African American girls (M ϭ 14.5; SD ϭ 1.15) seeking outpatient mental health care and their primary female caregivers (hereafter referred to as "mothers"), including biological mothers (73%), grandmothers (15%), and other female caregivers (12%). Among mothers, 60% were age 44 years or younger, and 83% reported low to middle socioeconomic status (SES) according to the Hollingshead index 1 (Hollingshead, 1975) . According to maternal reports at baseline, 37% (n ϭ 99) of families had a male caregiver living in the household. These included biological fathers (34.3%), stepfathers (24.2%), mother's partner (14.1%), grandfathers (12.1%), adoptive fathers (5.1%), uncles (4%), and 6% other (brothers, friends, foster father).
Mothers and daughters were recruited from eight mental health clinics in urban Chicago. Clinic staff contacted eligible families (12-16 years-old, self-identified as Black or African American) and requested permission to forward their contact information to the research team. The project recruiter explained the study in detail and scheduled an appointment. Girls identified as wards of the state or with significant cognitive impairment interfering with their ability to understand the assent process were excluded from the study. Most referred families (82%) participated in the baseline interview (N ϭ 281). At baseline and 24-month follow-up, mothers reported on mental health services received. At baseline, 52% of the girls were waiting for an appointment and 38% (n ϭ 102) were receiving mental health counseling, including individual therapy (88%), family therapy (48%), medication management (46%), group therapy (31%), and partial/day treatment (24%). We tested differences between girls who received (n ϭ 102) and did not receive (n ϭ 162) counseling at baseline on baseline measures of internalizing and externalizing symptoms, maternal acceptancerejection, and mother-daughter risk communication. Girls in counseling at baseline reported significantly more internalizing (p Ͻ .001) and externalizing (p Ͻ .01) symptoms, significantly lower maternal acceptance (p Ͻ .01), and rated risk-specific motherdaughter communication as slightly less helpful (p Ͻ .05) and less open (p Ͻ .05). Over the full two study years, an additional n ϭ 36 girls (14%) received counseling, whereas n ϭ 66 (25%) reported never receiving services and data for the remaining n ϭ 62 (23%) were incomplete; thus, their counseling status is unknown. At baseline, percentages do not sum to 100%, because girls may have received multiple types of care. For families who declined research participation, only data on child age was retained due to IRB restrictions. There were no age differences between girls whose families consented and refused. 1 The SES index combines occupation and highest level of education of up to two people who contributed to household finances (Hollingshead, 1975) . This document is copyrighted by the American Psychological Association or one of its allied publishers.
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On the Computerized National Institute of Mental Health (NIMH) Diagnostic Interview Schedule for children (CDISC 4.0; Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 2000) completed at baseline, 5% of girls reported past-year symptoms meeting Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; American Psychiatric Association, 1994) criteria for posttraumatic stress disorder (PTSD), 4% for major depressive disorder (MDD), and 11% for conduct disorder (CD). According to caregivers' report, 3% of girls met criteria for PTSD, 8% for MDD, 13% for CD, and 9% for attention-deficit/hyperactivity disorder. Using the methods of Brown et al. (2010) , 66% of the girls met subthreshold or threshold criteria for a psychiatric diagnosis based on self or caregiver report on the CDISC. Parent-and youth-reported symptom ratings (Achenbach, 1991a (Achenbach, , 1991b revealed high rates of distress; 20% of youth self-reported clinically significant (T score Ͼ62) internalizing problems, and 32% endorsed clinically significant externalizing symptoms. Caregivers reported that 34% and 52% of girls reached clinically significant levels of internalizing and externalizing, respectively. Using parent or youth reports, 61% and 44% scored in the clinical range in externalizing and internalizing problems.
Procedures were approved by the Institutional Review Board (IRB) at the University of Illinois at Chicago. Caregivers and daughters separately provided informed consent and assent. Family members were interviewed at baseline, 12, and 24 months using a structured protocol that included interviewer-administered and computer-assisted measures. We adapted five measures for use in this study (see below). The adaptations were informed by feedback from the GIRLTALK Community Advisory Board (CAB) and study sample. CAB members reviewed each measure and deleted, added, or reworded items to increase clarity and relevance to the study population. Next, we conducted one-on-one interviews with African American girls and their mothers asking if they understood the items, whether the items applied to them, if they made sense, and if there was anything we should change.
Retention was strong at 12 (77%) and 24 (81%) months as a result of extensive tracking efforts (e.g., birthday cards, monthly phone calls, home visits). Caregivers and daughters each received $45 at baseline plus $15 for travel and parking. Remuneration increased by $5 at each follow-up. This study focused on girls' reports of mental health, maternal acceptance-rejection, motherdaughter risk communication, peer support of substance use, girlfriend dating behavior, rejection sensitivity, partner risk communication frequency and openness, and sexual activity. Structural equation modeling (SEM) was conducted using Mplus (Version 7.2: Muthén & Muthén, 1998 .
Measures
Sexual risk behavior. The AIDS Risk Behavior Assessment (Donenberg et al., 2001 ) is a computerized voice-activated selfadministered interview of adolescent sexual behavior and drug/ alcohol use. In SEM analyses, a latent variable of sexual risk at 24 months was created using four behaviors during the past 6 months: (a) number of sexual partners (none, one, more than one), (b) sex while using drugs and alcohol (2 binary items: entire past 6 months, and last time had sex), (c) condom use during vaginal sex (5-point Likert scale, 1 ϭ never to 5 ϭ every time; no vaginal sex coded as 6), and (d) sex with a high-risk partner (injection drug user, older partners, unknown sexual history). The latent variable score used in the analyses was determined by the factor loadings and variable thresholds determined by the model.
Individual attributes.
Mental health externalizing and internalizing symptoms. The Youth Self-Report (YSR) is a widely used, standardized measure of 118 self-reported emotional and behavior problems normed for 11-18 year olds (Achenbach, 1991b) . Symptom counts from the YSR were examined instead of symptom counts from the diagnostic interview, because the former is specifically normed for the population and has been widely used facilitating comparisons with other research. Youths rate whether they experienced each problem on a scale from 0 to 2 within the past 6 months, where 0 ϭ not true, 1 ϭ somewhat or sometimes true, and 2 ϭ very true or often true. Sample items include "I cry a lot," "I get in many fights," and "I act without stopping to think." The YSR generates raw and T scores for broad-band internalizing (e.g., sadness, anxiety) and externalizing (e.g., fighting, aggression) problems. Higher scores indicate greater problems. Evidence for the YSR's reliability and validity are extensive (Achenbach, 1991b) . Internal reliability was high for internalizing (␣ ϭ .88) and externalizing (␣ ϭ .96) symptoms in this study. We used baseline YSR internalizing and externalizing (raw) scores in the data analyses.
Family context. Maternal acceptance-rejection. Girls reported on maternal acceptance-rejection using the Child's Report of Parental Behavior Inventory (Schaefer, 1965) . Girls rated maternal (i.e., the female caregiver participating in the study) behaviors directed toward them on a scale from 1 to 3, where 1 ϭ not like my mother, 2 ϭ somewhat like my mother, and 3 ϭ a lot like my mother. Five subscales comprised of eight items each were used in this study: Acceptance (e.g., "my mother almost always speaks to me with a warm and friendly voice," "my mother often speaks of the good things I do"), Positive Involvement (e.g., "my mother tells me how much she loves me," "my mother listens to my ideas and opinions"), Acceptance of Individuation (e.g., "my mother wants me to tell her about it if I don't like the way she treats me," "my mother is easy to talk to"), Rejection (e.g., "my mother isn't very patient with me," "my mother forgets to help me when I need it"), and Hostile Detachment (e.g., "my mother doesn't talk to me very much," "my mother spends very little time with me"). High scores indicated Greater Acceptance, Positive Involvement, and Acceptance of Individuation, and less Rejection and Hostile Detachment. Baseline reports were used in the analyses and internal reliability was acceptable for all subscales, ranging from ␣ ϭ .78 to .88. In confirmatory factor analysis, the Rejection subscale had a low r-squared value (Ͻ0.20) and was dropped from further analyses.
Mother-daughter risk communication. Girls reported their sexual communication with mothers using an expanded and adapted version of Miller, Kotchick, Dorsey, Forehand, and Ham's (1998) parent/child communication measure as follows. We used items asking if girls and mothers ever talked about sex, birth control, condoms, HIV/AIDS, handling sexual pressures, and the 10 Openness items. The rest of the items (i.e., talking about dating, how to be close with a partner without having sex, and how to talk to a partner about using condoms; and helpfulness and degree of comfort associated with each topic) were suggested by the CAB and feedback following testing with mothers and daughters. This document is copyrighted by the American Psychological Association or one of its allied publishers.
We calculated scores on three constructs: helpfulness, openness, and comfort. First, girls reported whether or not they talked to their mother about five topics: dating, having sex, birth control, condoms, and HIV/AIDS. For each topic discussed, girls rated how helpful the discussions were (1 ϭ not at all to 3 ϭ very). An average score was computed across the five topics for helpfulness, with higher scores indicating more helpful discussions. Girls who did not discuss any of the five topics did not receive a score on this variable. Ten items measured communication openness across the five topics listed above from 1 ϭ strongly disagree to 4 ϭ strongly agree. A total openness score was calculated with higher scores indicating more open and receptive communication. Sample items included "my mother wants to know my questions about these topics," and "I can ask my mother the questions I really want to know." Comfort was measured for eight risk-related topics. The eight topics include the five referenced above plus three additional ones: handling sexual pressures, how to be close with a partner without having sex, and how to talk to a partner about using condoms. Girls indicated their own and their perception of their mother's comfort during these discussions from 1 ϭ very comfortable to 4 ϭ very uncomfortable. An average comfort score was derived separately for self and perceived mother comfort. Higher scores reflected less comfort, and girls who did not discuss any of the eight topics did not receive comfort scores. Analyses used baseline reports and internal reliability was acceptable: helpfulness (␣ ϭ .78), openness (␣ ϭ .67), comfort (␣ ϭ .77), and perceived mother's comfort (␣ ϭ .77).
Peer influence.
Peer support of substance use. Five items from Jessor and Jessor's (1977) Health Questionnaire evaluated peer support of substance use and peers own substance use in the past 6 months. Three items asked how many of their friends "drink alcohol/use marijuana/smoke cigarettes" on a 4-point scale (1 ϭ none, 2 ϭ some of them, 3 ϭ most of them, 4 ϭ all of them), and two items asked about peer approval of substance use (e.g., "how do most of your friends feel about someone your age drinking alcohol/using marijuana?") rated on a 4-point scale (1 ϭ strongly disapprove, 2 ϭ disapprove, 3 ϭ they do not seem to care, 4 ϭ approve). Based on CAB feedback, the word "chronic" was added to clarify marijuana use. Items were recoded to three categories by combining "most and all" friends use, and "disapprove and don't care". Twelve-month follow-up data were used in the analyses. Based on modification indices in confirmatory factor analysis, we included a residual correlation between approval of alcohol use and approval of marijuana use.
Girlfriend dating behavior. Using Jessor and Jessor's (1977) Health Questionnaire as a guide, eight questions were created asking girls how many of their girlfriends engaged in dating behaviors in the past 6 months, including: flirting, dressing in sexy clothes, teasing, kissing or making out, dating, dating more than one person at the same time, sexual intercourse, and oral sex. Girls provided feedback on the items during testing. Girls indicated 1 ϭ none/almost none, 2 ϭ some of them, 3 ϭ most of them, and 4 ϭ all of them. Similar to peer support of substance use, 12-month follow-up reports were used in the data analyses. Because of low frequency of endorsement of the "all" category, we combined "most" and "all" responses to create three-level categorical indicators.
Partner relationship characteristics. Partner risk communication frequency and openness. Items were created using as a guide. The investigative team and CAB chose four topic discussion items from with relevance to partner relationships-having sex, birth control, condoms, HIV/AIDS-and reworded them for framing within a partner relationship. These topics were then queried for frequency of communication. Items were tested in interviews with girls. Girls who reported having a partner in the past 6 months (someone they held hands with, kissed, expressed feelings for, or had a sexual or close relationship with) indicated whether (1 ϭ no, 2 ϭ yes) and how often in the past 6 months (1 ϭ once, 2 ϭ a few times, 3 ϭ a lot) they had talked to their partner about having sex, birth control, using condoms, and HIV/AIDS/STIs. The latent variable was created using five items including one item for number of topics discussed (0 -4) and four items for frequency of each topic (0 ϭ never, 1 ϭ once, 2 ϭ a few times, 3 ϭ a lot).
Five questions assessed communication openness (1 ϭ strongly disagree to 4 ϭ strongly agree), for example, "my partner tried to understand how I feel about these topics," and "my partner really listened when we talked about these things." Higher scores indicated more open communication. One item did not correlate with the others and was dropped, leaving four items (␣ ϭ .77). In confirmatory factor analysis, the categories of strongly disagree and somewhat disagree were collapsed due to low frequency of endorsement for these categories. Data analyses used 12-month follow-up reports. Girls with no romantic partner (n ϭ 40) had missing scores for openness and frequency items, and girls who reported not discussing any of the four topics with their partner (n ϭ 54) had missing scores for openness.
Rejection sensitivity. A subset of rejection sensitivity items from Downey and Feldman (1996) were selected and adapted for use in the study. Minor wording changes were made to make items more relevant to girls (the scale had been developed for women); CAB and girls provided feedback on adapted items. For example, original wording of "You ask your boyfriend/ girlfriend to move in with you," was changed to "You ask your partner to be only with you." Original wording of "You ask your parents for extra money to cover living expenses," was changed to "You ask your parent/s for extra spending money." And original wording of "You ask your friend to go on vacation with you over spring break," was changed to "You ask your friend to go out for a movie."
The Rejection Sensitivity Questionnaire depicts 13 hypothetical situations where girls make a request to a parent, peer, or romantic partner. For each situation, girls indicated (a) their level of concern about the situation from 1 (very unconcerned) to 6 (very concerned), and (b) the likelihood the recipient will grant the request from 1 (very likely) to 6 (very unlikely). Final scores were based on the product of the two ratings for each situation with higher scores indicating greater rejection sensitivity. A sample parent-related item and expectation rating is: "You ask your parent/s for extra spending money. How concerned or anxious would you be over whether or not your parent/s would give it to you?" and "I would expect that they would not mind giving it to me." A sample peer-related item is: "You ask someone in your class if you can borrow his/her notes. How concerned or anxious would you be over whether or not the person would want to lend you his/her This document is copyrighted by the American Psychological Association or one of its allied publishers.
notes?" and "I would expect that person would willingly give me his/her notes." A sample partner-related item is: "You ask your partner to be only with you. How concerned or anxious would you be over whether or not the person would want to be only with you?" and "I would expect that s/he would want to be only with me." We used 12-month follow-up reports in the data analyses.
Internal reliability for the sample was ␣ ϭ .74. In order to improve the reliability of the measure and to reduce the number of observed variables in the model, we created four random parcels of items to use as indicators of the latent variable in SEM analyses.
Data Analysis
We estimated measurement models for each of the latent constructs using maximum likelihood estimation for continuous measures and mean and variance-adjusted weighted least squares for categorical measures. We estimated bivariate associations between the outcome latent variable of sexual risk behavior measured at 24-month follow-up, and baseline covariates including adolescent age, internalizing symptoms, and externalizing symptoms. Next, we estimated bivariate associations between the outcome and baseline measures of maternal acceptance-rejection and motherdaughter risk communication, and each theorized mediating variable at 12-month follow-up-peer support of substance use, girlfriend dating behavior, rejection sensitivity, and partner risk communication frequency and openness. We also estimated associations between theorized mediating variables and baseline predictors. We estimated the theoretical model (see Figure 1) with some adjustments based on the results of the bivariate analysis. We included adolescent baseline age, externalizing symptoms, and internalizing symptoms as covariates. A correlation term was included between peer support of substance use and girlfriend dating behavior, as these measures were closely related, with items drawn from the same instrument. We then modified the model adding paths based on modification indices.
Results
Baseline rates of sexual behavior were high for this relatively young sample; 32% (N ϭ 86) reported having had vaginal and/or anal sex. Among sexually active girls, 24% had two or more sex partners in the past 6 months, 43% reported using a condom less than every time during vaginal sex, 35% reported not using a condom the last time they had sex, and 86% had sex by 14 years old. The average age of sexual debut was 13 years. Of the 211 girls who completed the 24-month follow-up, 40% did not report any vaginal or anal sex during the study period; 60% reported vaginal sex, and 21% reported anal sex. Among girls who had ever had sex at follow up (N ϭ 127), 71% were sexually active in the 6 months prior to the final survey.
Measurement Models
Measures of fit for the measurement models are shown in Table  1 . Modification indices supported the inclusion of correlated errors for certain pairs of items or subscales indicating shared method variance. For mother-daughter risk communication, we included correlated errors for the two comfort subscales. For peer support of substance use, we included correlated errors for the two approval items. For girlfriend dating behavior, we included correlated errors for the two sexual activity items.
Bivariate Models
The regression coefficients and standard errors for the bivariate models are presented in Table 2 . Adjusting for adolescent age, and externalizing and internalizing symptoms, several bivariate relationships emerged consistent with the proposed theoretical framework. Specifically, maternal acceptance-rejection at baseline was negatively associated with peer support of substance use at 12 months and positively associated with partner risk communication openness at 12 months. Mother-daughter risk communication at baseline was positively associated with partner risk communication openness at 12 months and negatively associated with rejection sensitivity at 12 months. Significant positive associations also emerged between peer support of substance use, girlfriend dating behavior, and partner risk communication frequency at 12 months and girls' sexual risk taking at 24 months. Unexpectedly, maternal acceptance-rejection at baseline was not related to girlfriend dating behavior or rejection sensitivity at 12 months, and rejection sensitivity at 12 months was not related to girls' sexual behavior at 24 months. Note. RMSEA ϭ root-mean-square error of approximation; CI ϭ confidence interval; WRMR ϭ weighted root-mean-square residual; SRMR ϭ standardized root-mean-square residual. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Theoretical Model
Based on the results of the bivariate analyses, paths regressing peer support of substance use on mother-daughter risk communication, girlfriend dating behavior on maternal acceptance-rejection and mother-daughter risk communication, and partner risk communication frequency on mother-daughter risk communication were omitted from the model, while a path regressing partner risk communication frequency on maternal acceptance-rejection was added. In the initial estimation of the theoretical model, only direct effects of baseline internalizing and externalizing symptoms on later sexual risk behavior were included. However, modification indices revealed significant unexplained common variance for several variables. Thus, we added paths from externalizing symptoms to maternal acceptance-rejection, mother-daughter risk communication, peer support of substance use, and girlfriend dating behavior; from girlfriend dating behavior and rejection sensitivity to partner risk communication frequency; from peer support of substance use to partner risk communication openness; and from adolescent age to peer support of substance use and girlfriend dating behavior. Due to a negative residual variance, we dropped one indicator from the measure of partner risk communication openness. The modifications significantly improved the fit of the model, 2 (7) ϭ 98.12, p Ͻ .0001. Next, we removed paths with p values greater than .20; model fit was essentially unchanged. Model fit and structural coefficients for the initial hypothesized model (Model 1) and the final best-fitting model (Model 2) are shown in Table  3 . Figure 2 shows a diagram of the final model.
Indirect Effects
Indirect effects are shown in Table 4 . In Model 1, we tested the indirect effects of maternal acceptance-rejection and motherdaughter risk communication at baseline on girls' sexual risk behavior at 24 months, and in Model 2, we tested the indirect effects of baseline externalizing symptoms and 12-month follow-up rejection sensitivity and girlfriend dating behavior on girls' sexual risk at 24 months. In Model 1, the total indirect effect for maternal acceptance-rejection was significant, although no single pathway was significant.
In Model 2, the total indirect effect of maternal acceptancerejection on girls' sexual risk was significant, with a significant effect via partner risk communication frequency, and a marginally significant effect via peer support of substance use. Higher levels of maternal acceptance at baseline were associated with less frequent partner risk communication and less involvement with peers who support substance use at 12 months, and consequently less sexual risk behavior at 24 months.
Model 2 also revealed a significant indirect effect of motherdaughter risk communication via rejection sensitivity and partner risk communication frequency. Mother-daughter risk communication at baseline was associated with lower levels of rejection sensitivity at 12 months, which predicted more frequent partner risk communication at 12 months, and more sexual risk behavior at 24 months. The indirect effect of rejection sensitivity via partner risk communication frequency was significant, as was the indirect effect of girlfriend dating behavior via partner risk communication frequency.
Finally, in Model 2, the total indirect effect of baseline externalizing symptoms on 24-month follow-up sexual risk behavior was significant, accounting for 38% of the total effect. Interestingly, the effect was spread among several variable pathways; the only specific pathway to reach statistical significance was that via peer support of substance use. The combined indirect effect of externalizing symptoms on sexual risk behavior via maternal acceptance-rejection was also significant (B ϭ 0.003, SE ϭ 0.001, p ϭ .028).
Discussion
Consistent with the SPF (Donenberg & Pao, 2005) , findings revealed robust associations between African American girls' individual attributes, family context, peer influences, and partner Note. BL ϭ baseline; 12m ϭ 12 months; 24m ϭ 24 months. a Models adjusted for adolescent age, and externalizing and internalizing symptoms.
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relationship characteristics and their sexual behavior over 2 years and across key developmental transitions. In line with study hypotheses, girls' externalizing mental health symptoms, maternal acceptance-rejection, and mother-daughter risk communication during early adolescence predicted girls' sexual risk taking 2 years later. In some cases, these links were mediated by peer support of substance use, girlfriend dating behavior, and frequency of partner risk communication. Taken together, the unique study population of African American girls seeking outpatient mental health care, longitudinal data covering 2 years of adolescent development, and a test of the differential contributions of individual and social predictors of sexual risk represent significant advances over previous research. Results underscore the potential benefits of addressing mental health and family context early in adolescence to mitigate subsequent sexual risk among African American girls.
Individual Attributes
In line with our hypothesis and the SPF, individual attributes, namely externalizing but not internalizing mental health symptoms, were directly and indirectly related to risky sexual behavior (Brown et al., 1997; Donenberg & Pao, 2005) , explaining 38% of the variance in girls' sexual risk over 2 years. This study extends findings to African American girls seeking outpatient mental health services and clarifies longitudinal associations across important developmental transitions. Results were unique to externalizing problems, which supports previous research (Donenberg et al., 2001; Javdani et al., 2014) , but contradicts others documenting associations with internalizing problems like depression and anxiety (Brawner et al., 2012; Starr et al., 2012) . Heightened sexual risk taking in relation to externalizing symptoms may reflect the inherent nature of these problems. For example, impul- Note. N ϭ 266. BL ϭ baseline; 12m ϭ 12 months; 24m ϭ 24 months; RMSEA ϭ root-mean-square error of approximation; WRMR ϭ weighted root-mean-square residual; CFI ϭ comparative fit index.
sivity may interfere with accurate risk assessment and willingness to refuse sex without a condom . Similarly, the tendency toward rule breaking combined with poor affect regulation may explain higher rates of alcohol and drug use before sex, a component of the composite score used in this study. Furthermore, deficits in affect regulation combined with impulsive decision-making diminish the ability to weigh the pros and cons of using risky sex or substances to obtain short-term relief from distress (Cooper, Wood, Orcutt, & Albino, 2003) . Building on the SPF and consistent with the hypotheses, higher rates of externalizing symptoms predicted risky sex through several pathways, including lower maternal acceptance and greater peer support of substance use. These findings support crosssectional research and bivariate associations between child mental health problems and low maternal warmth and acceptance (Kimonis, Frick, & McMahon, 2014) and peer norms that favor substance use (Chassin, Bountress, Haller, & Wang, 2014) . However, these data extend previous research by controlling for multiple relationships simultaneously to determine the most predictive pathway, and by testing longitudinal associations among African American girls.
At least two explanations for these results are possible. One, early externalizing problems may increase maternal rejection (or decrease maternal acceptance), and this rejection in turn may lead girls to associate with peers who, although they support substance use, provide closeness and "family" that is absent at home. These peer associations may result in high-risk sex that reinforces intimacy and a feeling of belonging. On the contrary, it is possible that maternal rejection leads to externalizing problems, and then externalizing symptoms are simply part of a larger problem behavior syndrome that is consistent with negative peer relationships and risky sex (Donovan, Jessor, & Costa, 1988) . In either case, these data suggest that reducing externalizing problems during early adolescence may reduce a cascade of negative factors that culminate in early sexual risk taking.
Family Context
As predicted from the SPF and prior research (Donenberg et al., 2003; Donenberg, Emerson, & Mackesy-Amiti, 2011; Moore & Chase-Lansdale, 2001 ), warm and accepting mother-daughter relationships and positive (more helpful, comfortable, and open) mother-daughter risk communication protected against risky sex over 2 years, but findings advance the literature in critical ways. Mothers are uniquely positioned to influence their daughters' sexual health and development as their primary source of sexual socialization (Feldman & Rosenthal, 2000) , particularly for African American girls who tend to reside in single-female- This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
headed households. Young African American females describe their mothers as the key person preparing them for adulthood and the mother-daughter bond as their most important relationship (Stevens, 2002) . Among minority youth, parent-teen sex and AIDS discussions are associated with more consistent condom use and more frequent discussions when mothers are viewed as skilled, open, and comfortable (Miller et al., 2009; Whitaker et al., 1999) . Also consistent with the hypotheses, maternal acceptance was related to a lower likelihood that girls would associate with peers who support substance use, mitigating negative peer influence on girls' sexual health outcomes. Likewise, more positive motherdaughter risk communication was related to less rejection sensitivity, diminishing the likelihood that girls will tolerate unhealthy relationship dynamics to avoid partner loss. Finally, as hypothesized more positive communication about sexual topics with mothers predicted more open sexual communication with partners. Previous research indicates that talking to partners is related to less risky sex (Shoop & Davidson, 1994) . These findings underscore the pivotal role of mothers in their daughters' sexual health and support interventions that strengthen mother-daughter relationships and risk communication to protect against later sexual risk taking.
Contrary to our theoretical model, the final model did not support partner communication openness or girlfriend dating behavior as mediators of the association between sexual risk taking and maternal acceptance-rejection or mother-daughter communication. Furthermore, although rejection sensitivity was in a pathway from mother-daughter communication to sexual risk behavior via partner communication frequency, it did not mediate the relationship in the way predicted. It is possible that maternal influences operate through mechanisms not examined here, such as girls' feelings of power in relationships or self-efficacy to use assertive communication, or that the strength of the relationship between maternal influences and peer and partner factors diminish over time as girls age. Future research is needed to clarify these associations.
Peer Influence and Partner Relationship Characteristics
Consistent with our hypotheses, peers and partners influenced girls' sexual risk, but findings offer new information about the role of girlfriend dating behavior and partner risk communication. As expected, more peer support of substance use and girlfriend dating behavior 1 year after baseline predicted more sexual risk taking at 24 months. The impact of peer norms and attitudes on adolescent sexual activity is well-established (Bachanas et al., 2002) , but this study indicated that peer support of substance use mediated the link between externalizing problems and sexual risk, suggesting that the combination of these two factors was associated with the most high-risk outcomes for girls. Reducing girls' association with substance-using peers may reduce the impact of externalizing symptoms on subsequent risk. Girls whose same-sex friends were involved in more dating activities also reported more risky sexual behavior. Previous research suggests that girls feel pressure from same-sex peers to have a "boyfriend" (O'Sullivan & MeyerBahlburg, 2003) , because having a boyfriend bestows status and popularity. Condom use may be a source of conflict with partners (Eyre et al., 1998) , and fear of losing the relationship and its associated benefits may impede girls' willingness to negotiate safer sex (Raiford, Seth, & DiClemente, 2013) . This study provides initial support for this hypothesis as less rejection sensitivity predicted more frequent partner risk communication.
Contrary to our hypotheses and previous research (Widman et al., 2006) , more frequent partner communication at 12 months was associated with more sexual risk behavior at 24 months. At least three explanations are feasible. One, it is possible that the communication was ineffective at negotiating safer sex because of Note. BL ϭ baseline; 12m ϭ 12 months; 24m ϭ 24 months.
male-female power differentials. African American girls' first sexual partner tends to be an older male (Cort, Senn, Carey, & Braksmajer, 2016) , and older males wield more power over younger girls and are more likely to refuse condoms (Manlove, Terry-Humen, & Ikramullah, 2006; Ryan, Franzetta, Manlove, & Schelar, 2008) . Second, the content of the communication may reflect "urging" by partners to engage in unsafe sex or suffer relationship loss (e.g., "if you won't do it, another girl will."). A third possibility is that people in long-term relationships discuss sex more often but are less likely to use condoms (Hock-Long et al., 2013) . Future studies, including qualitative inquiries, are needed to consider more nuanced dimensions of partner communication. This study sought to clarify how mother-daughter risk communication and relationships could prevent African American girls' later sexual risk and associated negative outcomes. More than their White counterparts, African American girls face social and structural challenges (e.g., racial discrimination, sexism, powerlessness, economic hardship) that heighten their risk for HIV (Adimora et al., 2006 (Adimora et al., , 2014 . African American girls are more likely to be raised in single working female-headed households, highlighting the importance of leveraging the unique mother-daughter relationship to improve an array of health outcomes (e.g., pregnancy, reducing STIs) by promoting informed adolescent decision making. In neighborhoods with limited access to education, health care, and other fundamental resources, girls may view pregnancy and motherhood as the only attainable positive identity and promise for a future that exceeds girls' current circumstances (Collins, 1987) . Hence, differential rates of pregnancy and STIs among African American girls may reflect persistent systemic problems (i.e., neighborhood segregation, racial discrimination, economic hardship) that threaten their sense of safety, security, and hope, leaving little room for long-term aspirations, planning, and positive future orientations (Bolland, 2003; Greene, 1993) . Our research findings suggest that, even in the face of systemic disparities, the relationship between African American mothers and their daughters is protective, and can lead to the adoption of positive health behaviors.
Findings should be considered in the context of study limitations. Results may not generalize beyond urban African American girls seeking outpatient mental health care. Data were exclusively adolescent self-report and may reflect social desirability biases, particularly for sexual activity. However, computer-assisted methods used here have been shown to increase validity for sensitive issues such as drug use and sexual behavior (DiClemente, Sales, Danner, & Crosby, 2011) . Sexual behavior questions did not specify whether sex was wanted or unwanted, and some adolescent reports may reflect victimization. Given the sample size and the small number of caregivers who were nonbiological mothers a stratified analysis was not feasible. Patterns may vary depending on caregiver type, but an examination of baseline data comparing biological mothers versus all others yielded no significant differences in relationship quality or risk communication. The study did not focus on father-daughter relationships, but understanding the impact of father figures or male caregivers on girls' sexual risk over time is an important direction for future research. While the sample size was adequate to estimate the model and to detect significant effects, a larger sample size would have provided more precise estimates. This is especially evident in the large standard errors for parameters associated with partner communication measures, where data are missing for girls who reported no partners. We cannot infer causality based on observational data. For example, it is possible that negative peer influences may lead to maternal rejection or externalizing problems rather than vice versa. Of note, the alpha of the "openness of communication" scale was low, and although adapting some of the measures for this study was important for the target population's relevance and acceptability, it is possible that the findings may no longer be tied to the findings from the original measures. Finally, the SPF is limited to individual and social pathways related to sexual risk and does not address larger systems that impact girls' behavior (e.g., social media, poverty). Nevertheless, these limitations are outweighed by study strengths and its unique contributions-a robust measure of sexual behavior, longitudinal data over important adolescent developmental transitions, a vulnerable and underrepresented population in research, and the application of a theoretical framework to understand risky sexual behavior.
These findings have important clinical implications for mental health services directed at African American young women, a population disproportionately burdened by HIV and STIs. Results underscore the critical role of early intervention to reduce mental health problems and strengthen mother-daughter relationships and open sexual communication to prevent subsequent poor sexual health outcomes and mitigate the impact of negative peer and partner influences on later sexual risk taking. The therapeutic context is underutilized in addressing sexual risk behavior in youth and assisting mothers and daughters in communicating openly about sexual behavior and romantic relationships. Clinicians could leverage the patient-therapist relationship to not only address mental health, but to address sexual behavior and offer a safe and supportive environment for these potentially difficult discussions.
